in both, the original Saling blades were used. These cases have been reported elsewhere (Beard etal. 1966) .
There has been one case of scalp infection.
Though the incidence of cephalhematoma is 3 5% in the series, in half of these cases the ventouse had subsequently been applied over the sampling site.
Care ofthe Astrup machine: At Queen Charlotte's the Astrup is in a room adjacent to the labour ward and is kept on continuously at the correct working temperature. It is serviced daily by a technician who sets the machine using two standard buffers; this enables the obstetricians to set the machine with a single buffer before taking readings in a case. The Astrup is rechecked with a standard buffer after every third reading. The most important point in the care of the apparatus is that, after it has contained blood, the glass electrode should be washed out with saline before being flushed with distilled water. With these precautions electrode failure has been rare, occurring once every three to four months. 1965) . These values were found to remain relatively constant until just before delivery. The mean foetal pH at the onset of the second stage was 7-294±0-05, base deficit 6-7 mEq/l, and Pco2 40 mmHg. In a furthei study of 176 patients with clinical signs of foetal distress the Apgar score of the baby two minutes after birth was compared with the pH of foetal blood collected within thirty minutes of delivery (Beard et al. 1967 ). It was found that a foetal pH of more than 7-25 was associated with an Apgar score of 7 to 10 in 92% of cases. A pH of less than 7-15 was associated with a score of less than 7 in 80 % of cases. In practice a pH of less than 7 25 is now considered suspicious of, and a pH of less than 7-20 as diagnostic of, foetal asphyxia. Normal acid-base values of a foetal sample collected before or in early labour do not preclude the possibility that the faetus may become asphyxiated later in labour.
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Clinical experience with the technique: In the thirty-two month period in which foetal blood sampling has been used, foetal blood was collected from 1,173 patients: 54% for foetal distress and 38% with complications of pregnancy predisposing to placental insufficiency. During this time approximately 8,000 patients were delivered.
Complications: Two babies died as a result of hemorrhage from the scalp incisions (Beard et al. 1966b ). One baby had an infected scalp incision. There were no maternal complications which could be attributed to the technique.
Indications for collection of foetal blood are as follows:
Group 1: 'Foetal distress' -abnormalities of the foetal heart rate and/or passage ofmeconium. Group 2: The 'at risk' foetusmaturity more than 42 weeks gestation, moderate or severe toxaemia, previous antepartum hmmorrhage, diabetes, &c., the 'small for dates' baby and oligohydramnios. Routinely foetal blood was collected from these patients when the patient was in established labour and again during the second stage.
Conclusions: (1) The pH of foetal blood is a good index of feetal asphyxia at the time when foetal blood is collected. However, before the onset of labour, pH does not predict the subsequent development of feetal asphyxia.
(2) When intrauterine infection is present the condition of the foetus may decline despite the maintenance of a normal pH.
(3) Rupture of the membranes as soon as patients are in established labour, by revealing meconium in some cases, has proved of value in the early detection of foetal asphyxia. (4) Auscultation of the foetal heart rate and foetal blood sampling have proved a practical and safe method for monitoring the foetus with clinical signs of distress during labour.
Caesarean section: Fig 1A shows Table 1 shows the perinatal mortality among the group of babies most likely to be affected by the use of foetal blood sampling in the management of foetal distress, those with no major congenital anomaly or Rh-sensitization, those weighing more than 2,000 g and, among the newborn, those dying within 72 hours of birth. During the period 1961- FBS, fetal blood sampling 4, despite the increasing number of Cwsarean sections done for foetal distress, it can be seen that the number of stillbirths and neonatal deaths remained unaltered, revealing that attempts to reduce perinatal mortality by this means were unsuccessful. It must be concluded that this disappointing result is largely due to the limited diagnostic accuracy that can be achieved by the observation of meconium and changes in the feetal heart rate. 1967 1961 1962 1963 1964 1965 1966 (8 Comparison of the number of perinatal deaths in the two years immediately preceding the introduction of foetal blood sampling, from 1963 to 1964, with the following two years, from 1965 to 1966, shows a reduction from 42 to 22. Whether this can be attributed entirely to feetal blood sampling or is in part a reflection of the increased interest in the problem of intrapartum foetal asphyxia cannot be stated with certainty. However, the history of individual stillbirths shows that death preceded by recognizable clinical signs of foetal distress, while previously contributing to 40 % of the total, has not occurred since the introduction of foetal blood sampling. In addition, occasional cases of foetal asphyxia, which may proceed to death, have been diagnosed by means of pH despite the absence of clinical signs of foetal distress (Beard et al. 1 966a) .
Analysis of the records of the 10 stillbirths which occurred in 1965-6 suggests that with the correct use of foetal blood sampling it should be possible almost to eliminate intrapartum asphyxia as a cause of stillbirth in mature foetuses. In 2 cases foetal acidosis was disregarded and labour was allowed to continue. In 3 cases, the membranes were left intact and meconium was not detected until after foetal death. Two patients, with severe toxtmia, were allowed to go into labour, without the collection of foetal -blood during labour.
